The epidemiological approach to the study of suicides and attempted suicides can be improved by a comprehensive surveillance system, surveillance being defined by Langmuirl as a "continued watchfulness over the distribution and trends of incidence through the systematic collection, consolidation and evaluation of morbidity and mortality reports and other relevant data."
The sources of information for the surveillance of suicides and attempted suicides include a large number of professionals, volunteers, and institutions. Among health professionals concerned by this problem, General Practitioners (GPs) are the most likely to uncover suicidal cases and provide comprehensive data.
With this in mind, we included suicides and attempted suicides in the list of selected themes of our new regional epidemiological surveillance system which is based on the input of Sentinel General Practitioners (SGPs). The programme, which also includes surveillance of communicable diseases such as viral hepatitis, measles, acute diarrhoea, and sexually transmitted diseases, was initiated in October 1986 in the Aquitaine region of France, the third largest by area, comprising 2 720 000 inhabitants. The General Practitioner reported the epidemiological data for each suicide or attempted suicide for which he/she was the first practitioner to provide medical care. Relevant data included: age, sex, method of suicidal act, immediate results, suicide attempts in the previous year, and whether there were medical consultations during the month prior to the suicidal act.
Results
During the 20 months ofsurveillance (October 1986 to May 1988), data were gathered on 42 suicide completers and 253 suicide attempters.
The distribution of the total sample according to age and sex shows a ratio of two women to one man (198:97). The mean age was 41 years, with no significant difference between men and women.
Drug overdose was the principal method of suicide for both men and women (54 6% and 803% respectively). The second most common method used differed for men and women: 17-5% of the men preferred firearms and 12 4% preferred hanging, while 9-1 % of women preferred cutting.
The immediate result of the suicidal act was different for men and women: 27-8% of suicidal males and 7-6% of suicidal females were found dead. Lethality for the total sample was 14-2%, and 84-3% of males and 77 1 % of females were referred to a hospital. The discrepancy in outcomes reflects the difference in lethality of the methods used: from 0-5% for drug overdoses, to 58-3% for drownings, 77-8% for firearms, and 84-2% for hangings. These last three methods were responsible for nearly 9 out of 10 completed suicides (88%). Concerning attempted suicides in the previous year, a difference was noted in relation to suicidal method: among the "parasuicides", antecedents were found in 34-4% of drug overdoses and 36% ofcuttings; among the highly lethal methods, antecedents were found in 31-6% of hangings and 25% of drownings; in contrast, firearm users in this sample had no suicidal antecedents.
Among completers and attempters, we observed a large proportion who sought medical consultation during the month prior to the suicidal act: 69% and 68% respectively. The majority (80 8%) of these consultations were motivated, in the opinion of the SGP, by "psychological" problems, either exclusively or along with physical complaints. The motives for medical consultation in the month preceding the suicidal act will be analysed in a complementary study.
Discussion
In this 20 month period, the Minitel surveillance network system proved both its technical feasibility and its acceptability to sentinel GPs as an information transmitting medium.
The reliability of our findings was established by extrapolating the data, using a Poisson model, and comparing the results to pre-established findings from other sources. Patient's age, sex, and suicidal method were compatible with data collected from regional hospitals,4 and the suicidal methods found through our network corresponded to the methods documented for France as a whole. 5 The high rates of suicide attempts in the previous year that we observed for "parasuicides" (34 4% for drug overdoses and 36% for cuttings) are classic results.5 But similar rates are observed for hangings and drownings, which, as Pommereau and Penouil6 also observed in the case ofjumpings, contradicts the commonly held belief that those who use these violent methods have fewer suicidal antecedents. However, firearm users in our findings had no suicidal antecedents. As Monk pointed out,7 the availability of a particular method of suicide (as a primary factor in suicide completion) has, since Boor8 and Farmer,9 received more attention than the method itself. Several studies have shown that, in the United States, there has been a large increase in the number of firearms available; correspondingly, nearly two fifths of suicidal females used firearms to commit suicide in 1980, compared with one fifth in 1950. Over the same period of time, the percentage of male suicides using firearms increased from 50% to 63%. 1112 There is as yet no direct evidence that the increase in availability of firearms has indeed increased the number of suicides in the USA, but a number of studies strongly suggest such a connection. The strictness of gun control laws existing in various states in negatively correlated with their suicide rates,'3-15 while the proportion of households with firearms is positively correlated to the suicide rates.'6 Similar studies have yet to be carried out in France, where gun control laws allow only the possession of hunting guns. However in Aquitaine, the number of hunting licences has reached 207 800 (21 % of the active population). Our findings support Farmer's hypothesisl that the availability of a means of suicide may be important when the suicidal act is impulsive. It follows that ready access to usually lethal means of suicide, such as firearms, would increase suicides of an impulsive nature, especially among men, with no or few suicidal antecedents, as indicated in our results. This is probably one of the most important facts to consider in suicide prevention.
Conclusion
This kind of surveillance could improve the epidemiological approach to the phenomenon of suicide in our religion. Our data are useful in 292 completing data on suicidal mortality and morbidity gathered from other sources: indeed, data on completed suicides are available elsewhere because of systematic recording by practitioners on death certificates. However, no such record is kept of attempted suicides; and most of the existing studies have been carried out by hospitals, to which, according to our results, less than 75% of the suicide attempters are referred by GPs. Our network has also enabled us to study suicidal acts more thoroughly. For example, a case-control study on factors predictive of suicide attempts is being carried out currently. For each case noted, additional information was requested of the GPs to constitute a control sample based upon sex, age, and whether or not the patient was known by the GP. Three control patients were requested of the practitioner for each suicide completer or attempter. Data are now being analysed.
Finally, our study on suicide has uncovered a strong desire among General Practitioners to see more research and education done on this subject: they showed a high level of interest in the monthly reports of our results; they contributed to the analysis of the data; and, astounded by the high level of medical consultation preceding suicide attempts, they took the initiative to organise continuing education seminars for GPs on the prevention of suicide.
